This paper describes the state of health in Argentina. As in other countries in the Latin American region, the public sector and the role of the state in Argentina are in the midst of structural transformations. Public policy has been formulated with the aim of improving economic efficiency in the long term, often at the cost of basic services, such as health, education and safety. Provision of health care services to a population characterized by high levels of poverty and unemployment, which is also rapidly growing and ageing, needs to be addressed when major policies are decided. Otherwise, a large group of inhabitants in Argentina will not be able to reach the universally proposed minimum levels of health by the year 2000.
Introduction
At the threshold of the twenty-first century, the world faces new and important public health challenges. Although there are issues common to every nation, the potential for disease prevention is greater in less developed countries. Providing adequate health services in developing countries is crucial, as the levels of morbidity and mortality owing to preventable diseases may be unacceptably high.
In countries where salaries are low, providing health services is only one of the factors that contribute to health. Policies are often focused on curative activities rather than preventive activities. National budgets are spent on high-cost hospital-based services with little impact on the health of their communities. Current crises demand that governments reformulate the goals the state sets in the near future, in the context of inflation and unemployment. If governments see economic stability as a goal for the twenty-first century, inefficient government-owned structures might have to be dismantled, leaving the free market to decide what direction to follow. Free-market economic policies, however, have proved to be successful only in the shortterm creation of wealth. 1 Governments have the responsibility to counterbalance the inbuilt tendency of free-market economic systems to favour the already advantaged.
The public sector in most Latin American countries is currently in the midst of structural transformations, and the role of the state is changing. Health systems and institutions are seldom taken into account when major policies are decided, as seen in Argentina. In Argentina, health management is affected by numerous factors, such as the formal political power, worker unions, and the belief that good medical services exist for only a small proportion of the population. These factors help create a passive and non-participative society.
The conditions of health
In 1992, Argentina was considered a medium-to highincome country, with an estimated gross national product (GNP) per capita of US$6050. 2 The average annual growth rate of the urban population was 2-1 per cent in 1991 and 1-7 per cent in 1993.' The population in 1995 is 34-6 million, of which 88 per cent live in urban areas. 3 The crude death rate is 9 per 1000 and the birth rate is 20 per 1000 (2-8 total fertility rate). 1 The life expectancy at birth is 72-1 years. 4 The process of urbanization and industrialization in Argentina was very intensive. It began in the second half of the nineteenth century and continued at a fast pace in the twentieth century. Currently, industrial activities represent 63 per cent of the GNP. The population density is irregular across the country and it follows the urban centres. Three major cities concentrate a third of the total population of Argentina. Seventy-one per cent of the total population have access to safe water (77 per cent in urban areas, 29 per cent in rural areas), 68 per cent have access to adequate sanitation (73 per cent in urban areas, 37 per cent in rural areas), and 71 per cent have access to health care services (80 per cent in urban areas, 21 per cent in rural areas). 1 By 1991, 9 per cent of the inhabitants in Argentina were 65 years of age or older. Figure 1 depicts the structure of the population by age and gender. The ratio of active to inactive individuals was estimated to be 2-55 in .1980, 1-92 in 1985, 1-81 in 1990 and 1-75 in 1995. By the year 2000, this ratio is expected to drop to 1 -71. 5 This downward tendency might become a serious problem, as the budget used to provide the health system for retired individuals comes from the salary of the active population.
Extreme poverty is measured in Argentina by the socalled 'Unsatisfied Basic Needs' (UBN) indicator. The UBN indicator has three main components: critical levels of housing, education, and health care. This indicator shows that a stable percentage of the population is poor across time. After the 1960s, however, the process of industrialization was partially replaced by a system of importation of goods, which later led to the impoverishment of the middle and the skilled working classes. By 1991, the UBN was 20 per cent. Approximately 1 -2 million homes and 6-2 million people were considered to be at poverty levels. 6 Unemployment in Argentina has grown rapidly since the early 1980s. The unemployment rate was 4-2 per cent by 1981, 8-6 per cent by 1990, and 18-6 per cent by 1995. This fact is very serious, especially for those who, owing to lack of resources, need to have access to the health care system offered by governmental institutions. Unemployment affects even more those who, before losing their jobs, had full health coverage for their families.
The total expenditure in health per year is approximately US$5 billion, which represents about 8 per cent of the GNP. 7 Medical care in Argentina is provided by the government, the social security system, and private companies. In some cases, the social security system has its own facilities to deliver health services. To offer more benefits, or whenever it does not have the proper resources, the social security system makes contracts with the government or private companies.
Approximately 12 million people (a third of the total population) currently depend exclusively on the government-administered health system (across the country, however, these figures vary). This segment of the population cannot afford a private service and is not covered by the social security system. Additionally, because of a crisis in the social security system, the need for contracts, and the growing levels of unemployment, new clients become regular users of the government-administered services. Whereas, in 1985, 74 per cent 8 of the population was covered by the social security system, in 1991 the proportion of the population who had access to that health system was reduced to 54 per cent. The social security system, however, is still the largest health care provider in Argentina. The private system takes care of a relatively small proportion of the population, but it is growing rapidly.
Public health problems
Infant mortality rates are indicators of the social progress of a country. 1 As shown in Fig. 2 , there has been a steady decrease in the infant mortality rates in Argentina from year to year since 1950. It is thought that this pattern will continue until the year 2020. 4 The observed decreasing rates may be due to a reduction in the post-natal mortality. The under-five years of age mortality rate was 68/1000 live births in 1960, 41/1000 live births in 1980 and 27/1000 live births in 1993. Its average annual rate of reduction for the period 1980-1993 was 3-3 per cent. 1 The neonatal component (mortality of children less than 28 days of age) represents approximately 60 per cent of the infant mortality. Most of these deaths happen before the seventh day of the child's life. Infant mortality rates will probably level off in the coming years, unless an intervention programme to reduce neonatal mortality is instituted. An intervention programme at this level requires skilled human resources and high technology.
Cause-specific mortality rates are indicators of the potential for reduction of mortality owing to a specific cause by adopting appropriate health care interventions. As shown in Table 1 , 75 per cent of the neonatal deaths and 45 per cent of the post-neonatal deaths could be prevented. In adults, the most prevalent diseases associated with mortality are cardiovascular diseases, cancer and injuries. Maternal mortality rate is 140/100000, a level considered high when compared with those of industrialized countries, but the sixth lowest in Latin America. 1 Many of the deaths of women from pregnancy-related causes are due to the difficulty in reaching pregnant women for check-ups, especially in rural areas, and to the consequences of abortions performed clandestinely. These data suggest that, in Argentina, there are diseases that might be prevented through intervention programmes and diseases that are typical of a population growing older.
Conclusions
Under the current circumstances, the population in Argentina is witnessing the development of policies designed to improve economic efficiency, without previous consideration of the implications that these policies might have in the health system of the whole country. Health care provision in Argentina has been historically insufficient and unsuccessful. When the economic crisis of the 1980s struck Argentina, the weak public health system worsened.
Currently, with the growing and ageing population, multiple deficiencies can be characterized in a country where the role of the state is changing. Gross inequality, and the rapid population growth which it helps to maintain, mean that large numbers of people are landless, jobless, and incomeless. When we add to this poor levels of nutrition, health care and education, it is clear that such people are doubly marginalized, doubly debarred from contributing fully to, or benefiting fully from, the process of economic and social development.
It is necessary, therefore, to consider the consequences of the procedures that have been implemented until now and to understand that government and private resources will have to be reordered without preexisting conditionings. Only after this step is taken will Argentina be able to build a new political paradigm including public health as a part of its development as a whole.
